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ORIGINAL ARTICLES 


BASAL METABOLISM IN NORMAL. 
YOUNG WOMEN* 


By Guy W. We tts, M.D. 


124 WaTeRMAN ProvipENCE, R. I. 


In recent years medical journals and those of 
allied sciences have received an increasing number 
of papers concerning basal metabolism. The 
increase in the number of studies is due partly to 
the simplification of the technique of the determin- 
ation and partly to an increase in interest as the 
significance of the metabolic rate is better under- 
stood. It is only natural that some of the studies 
should show conflicting results and that our former 
conceptions should undergo some revisions from 
time to time. 

Formerly only patients suspected of marked thy- 
roid disturbance as exophthalmic goitre or frank 
myxoedema were tested for their metabolic rates. 
Those with increased rates were greatly in the 
majority. However, as more patients were tested 
regardless of definite symptoms, abnormally low 
rates increased in number. The cause of this 
increase in number is not clear. The following 
study was carried out on apparently normal young 
women as a preliminary step in determining the 
percentage of normal, low and high, rates, accord- 
ing to our present standards. 

The subjects were young college women living 
on the campus and carrying on their normal activ- 
ity. No other attempt at selections was made. Each 
student had had a physical examination some time 
during her college career. So far as known only 
subjects in normal health were tested. The tests 
were performed in a room set aside for that pur- 
pose on the campus and after at least one hour’s 
rest. Other requirements were carefully observed. 
Co-operation on the part of the subjects was unu- 
sually good. The Roth-Benedict calorimeter was 
used. The instrument was also checked for leaks 
and other sources of errors at regular intervals dur- 


*Read before the Annual Meeting of the Rhode Island 
edical Society, June 4, 1931 


ing the period that tests were made. The determin- 
ations were not repeated except in a few instances 
when they were unsatisfactory. The Aub-DuBois 
tables were used as standards. 

One hundred and forty-three subjects were 
studied. Eighty-one (56.6% ) fell within the nor- 
mal group, four (2.7% ) were above plus ten, and 
58 (40.5% ) were below a minus ten. The highest 
rate recorded was a plus 13%, the lowest a minus 
27%. The average for those above norinal was a 
plus 12.1%. The average for those below normal 
was a minus 15.4%. Twenty-five of the 58 had 
readings below minus 15% and 12 of them were 
lower than a minus 20%. The average for the 
entire group was a minus 6.0%. 

Assuming the normal standards are correct, one 
cannot help being impressed by the large number 
of abnormally low readings. Forty per cent of the 
entire group seems like a very high figure for 
unselected subjects, particularly when the indi- 
viduals are apt to be in good health. The figure 
becomes more impressive when one takes into 
consideration the fact that a second test would 
probably have been somewhat lower than the first 
determination and therefore would have made the 
group of abnormally low individuals even larger. 

Lowered rates are commonly associated with the 
following conditions: Failure of the thyroid gland 
to secrete sufficient amounts, starvation, inanition, 
chronic nephritis and Addison’s disease. It is also 
seen occasionally in other diseases as pernicious 
anemia and arthritis. We have no evidence that 
any of these conditions were present in our sub- 
jects unless it were a lack of thyroid secretion. It 
is unlikely that the above diseases would escape the 
attention of the examining physicians either at the 
time of the physical examination or subsequently. 
In fact the general ruggedness of these young 
women was a source of comment among the exam- 
iners. It was found to be impracticable to study 
these individuals from the standpoint of glandular 
disturbance alone. The group showing the lowest 
readings (minus 20 to minus 27) ought to give the 
most marked signs and symptoms if the thyroid 
were functioning subnormally. 

The following is a résumé of this group: 
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CHART 
CHART OF THE GROUP SHOWING A BASAL METABOLIC RATE OF —20 OR LOWER. 


Name age wt. ht. pulse. intell. history physical menses const. B. MLR. 
16 129 61% 68 V.G. sleepy neg. 11% irr. cons. —203 
F. L 17 15214 65% 84 G. none neg. 13 reg. none —228 
M. B. 20 130 661% 90 Ave. none neg. 12 reg. mod. —274 
B. M. 18 135 624% 84 G. none sl. deafness 14 reg. none —23.9 
R. E. M 18 109 62% 72 P. none neg. 14 reg. none —203 
B.&. J. 18 118 61% 80 none neg. 13 reg. none —20,8 
M. K. 20 13734 6734 100 V.G. Si. nervous neg. 16 irr. sl. —25.1 
M. W. 18 132% 62% 90 G. Si. nervous _ neg. 13 reg. sl. —20.7 
AO. 19 105% 6234 80 G. none tires easily 14 irr. none —22.7 
M. F. 20 119% 66% G none tires easily 13 reg. sl. —e 
S. W. 20 14434 68 88 ig none tires easily 15 reg. 2 mon. none —20, 
S. H. 20 138 6734 90 F. none sl. tremor 12 reg. none —24.5 
Ave. 18.6 129% 64.5 77% 13.3 


BIBLIOGRAPHY 


L ed basal metabolism ; it ini ignifi- 
From the chart it will be seen that the averages “US Nav. M. Bull. 


for the ages was 18.6 years, weight 129%, height McCartney. 
I : I P ses 13. Set Basal metabolism of young college women in Florida, J. 
641%, pulse 77%, onset of menses 13.3 years ne Biol Chon 86 2635-641, April 30. J. Tilt 


intelligence of the group was better than normal. Seven 


The history was comparatively negative except for ate — 92 :189-195, Feb. '30. E. L. Turner and 
was 1e n- 
the fact that fatiguability WES. PORTER: 8 Basal metabolism in Orientals, Am. J. Physiol. 91 :661- 


plaint. Physical examination was also negative 663 Jan. '30. H. Necheles. 
except for moderate deafness in one case and slight 


tremor in another. The menses began at the usual pe 
age and showed some moderate irregularities. Con- EPIDERMOPHYTOSIS OR 
ATHLETE’S FOOT* 


stipation was not a troublesome symptom. The 


SUMMARY 


average weight was moderately increased. By Dr. Cart D. SAWYER 
We have then surprisingly little clinical evidence 182 WATERMAN STREET, ProvipENCE, R. I. 
of low rates in this group of young people in com- Athlete’s Foot is the common name for Epider- 


parison with similar rates in women fifty years of mophytosis, and Epidermophytosis is the name 
age. In the latter group we would expect to have applied to certain mycotic infections of the non- 
complaints of ¢chilliness, drowsiness, lack of mem- hairy skin. While this disease is prevalent among 
ory, irritability, tiredness, constipation, slow pulse, athletes. it is by no means confined to them, for it 
dry skin and numerous other symptoms. is found at all ages from two to old age, and the 
There may be many reasons for the lack of infection attacks not only the feet but the hands as 
clinical signs. Possibly the condition has not been \eq Although the title Athlete’s Foot which is 
of sufficient duration to produce them. Further, commonly used and frequently spread before us in 
the younger people ney be slower to respond to our magazines, is inappropriate, we must acknowl 
symptoms. With approximately 40% of healthy edge that our own medical name is inaccurate, but 
young people showing abnormally low rates, how- — ince it has been in common use for some years it 
ever, one might reasonably suspect the normal yj] probably remain P 
rates of being too high. Many years ago, Hebra was the first to describe 
CONCLUSION the clinical characteristics of eczema marginatum, 
10 of 143 young college girls who have had and Sabouraud later showed that the disease is due 
basal metabolism test, 40.5% were below the nor- toa special fungus called epidermophyton inguinale 
mal level, 2.7% above the normal. which is an organism similar to, but not identical 
20 Clinical symptoms and signs of low metabolic with, the trichophyton which causes the classical 
rates in the group with the lowest reading were ~~ *Read before the Rhode Island Medical Society at the 
comparatively few. Annual Meeting, June 4th, 1931. 
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ringworm of the scalp. In 1910, Sabouraud 
reported six cases of fungus infection of the 
extremities which he proved to be caused by the 
epidermophyton inguinale. Various other physi- 
cians then began to study these organisms and 
report cases. In 1916, Drs. Ormsby and Mitchell 
of Chicago presented the first important contribu- 
tion in this country. Since then the increasing 
amount of literature on the subject indicates either 
agreater prevalence of the disease or else a better 
knowledge of its clinical aspects, and, therefore, 
better diagnoses, both of which are probably true. 

The epidermophyton is capable of infecting the 
thighs and adjacent skin, the toes and feet, the 
fngers and hands, the axillae, the bends of the 
elbows and knees, the flat surfaces of the trunk 
and extremities, and the scalp. 


CLINICAL APPEARANCES 


The Thighs—The lesion consists of a slightly 
elevated, sharply defined, rounded, red and slightly 
scaling area. Occasionally small plaques are situ- 
ated beyond the main area. Both thighs may be 
involved, but if only one it is usually the left. It 
extends down to the level of the lower border of 
the scrotum as a rule, or even lower. It may extend 
onto the scrotum, the penis, the labia, the perineum, 
the anus, the intergluteal fold, the pubes and abdo- 
men. In some cases, if the fungus is very virulent, 
or if they are improperly treated, there may develop 
moisture and pustulation. 

Anus and Intergluteal Fold — The clinical 
appearances are redness, moisture and sometimes 
maceration resulting in a dirty-white center with 
narrow, red, moist periphery. It may be difficult in 
these cases to make a positive diagnosis, but if 
lesions exist on the thighs, there has probably been 
extension from these areas. ; 

Labia—There is intense itching accompanied by 
dry, dull red, thickened, slightly scaling skin sur- 
faces. The infection probably extends onto the 
mucosa. 


Feet—Three different types characterize mycotic 
infection of the toes and feet : 

The first type, and the most common, is a white, 
sodden, macerated condition between the toes, espe- 
cially between the fourth and fifth toes. Cracking 
frequently occurs, and this white, lardaceous tissue 
may sometimes be easily peeled off, exposing a dry, 
ted, shiny floor. From this interdigital focus the 
plant may extend backward onto the plantar sur- 


EPIDERMOPHYTOSIS 
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face, forming a dry, scaly, sharply defined, serpigi- 
nous border, or onto the dorsal surface, resulting 
in a reddened exfoliating skin surface. 

The second type of infection of the foot is the 
acute vesicular eruption which comes on suddenly 
and has the characteristics of the so-called acute 
vesicular eczema, or the old-fashioned dysidrosis. 
The favorite site of these vesicles is under the arch 
of the foot, but they may come on the sides of the 
toes and ball of the foot. These vesicles may be 
scattered diffusely or be grouped. Groups some- 
times coalesce, forming a large vesicle or bleb. 
Being under a thick layer of skin, they do not rup- 
ture readily and so tend to become pustular. Even- 
tually they reach the surface and break, forming 
rounded, serpiginous, scaly areas or punched out 
holes. Itching is usually intense. Much soreness 
and sometimes extensive swelling occurs, resulting 
in complete disability. 

The third type is the hyperkeratotic type which 
may affect the whole surface of the soles. There is 
a marked thickening of the horny layer resembling 
callouses. The color is often a yellow buff. Along 
with this there may be some vesiculation: 

Hands—The lesions on the hands are practically 
the same as on the feet only of somewhat less activ- 
ity, since the horny layer is thinner here than on 
the soles. 

Nails—The nails are frequently involved. They 
are thickened, deformed and yellowish brown in 
color. They often crumble, and sometimes under 
the nails a marked, more or less friable, hyperkera- 
tosis takes place. 

Axillae—In the axillae usually there is a single 
lesion. However, multiple ones do occur, and again 
the disease may spread out under the breasts of 
women. The affected areas are red or pink in color, 
sharply defined with practically no scaling. Itching 
may be very severe, especially in high-strung 
individuals. 


COMPLICATIONS 


As a result of a localized fungus infection, it is 
not uncommon to have a generalized eruption 
appear due to a systemic reaction. These eruptions 
are called epidermophytides or trichophytides. 
They occur chiefly on the arms and legs and some- 
times on the trunk. It may exist as a macular or 
papular eruption, and again it may exist as a rather 
severe acute inflammation. 

It has been proved that this fungus sometimes 
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enters the blood stream to localize in some distant 
part and set up the disease there. It may also be 
taken up by the lymphatics and cause swelling of 
the adjacent lymph nodes. 

Sometimes, with a more or less inactive lesion 
of some part of the body, such as a foot, there may 
be an acute vesicular eruption on the hands simu- 
lating a primary fungus infection. Examination 
of these vesicles often fails to show the presence of 
the fungus. Probably this eruption is due to toxins, 
and the reaction of the skin is a true allergic one. 


PREVALENCE 

There seems no doubt but what a great majority 
of the people are infected, but the fungus is caus- 
ing no particular trouble. Where routine examina- 
tions of students, patients or convicts have been 
made, the presence of the infection has been found 
in 65% to 80% of those examined. In a recent 
study by Dr. Goodman of the most common skin 
diseases at the New York Skin and Cancer Hospi- 
tal, he found epidermophytosis to be almost exactly 
equivalent to the number of cases of acne for the 


years 1928 and 1929. 


EXAMINATION FOR THE FUNGUS 

As in some other diseases, it is not possible to 
make a positive diagnosis of epidermophytosis 
from the clinical picture alone. In untreated cases 
we may prove the existence of the fungus by means 
of the microscope or culture tube. 

With a curette, scrapings are made of the edges 
of the lesions, or the roofs*of the vesicles may be 
removed with sharp scissors. This material is 
placed on a glass slide and 40% .caustic soda solu- 
tion is added and it is allowed to stand fifteen or 
twenty minutes. The mycelium and spores may 
then be seen under the microscope. When it comes 
to identifying the fungus infection culturally, this 
is work for one skilled in mycology. 

Source OF [INFECTION 

These fungi are probably present everywhere, 
but under favorable conditions may become more 
virulent, such as in shower baths, gymnasiums and 
swimming pools. Anyhow, it is among those who 
frequent such places that we see the larger per- 
centage of cases. It is not by any means confined 
to this class of people, however. Gloves, stockings, 
leather car straps, dirty athletic clothes in lockers, 
are certainly sources of infection. Public hand rails, 
and door knobs may also be added to this list. 
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TREATMENT 


This is unsatisfactory. There is no one specific 
drug or agent. We aim to remove the superficial 
horny layer of the skin in order that the fungus- 
killing drugs may come in contact with them. An 
ointment originated by Dr. Whitfield which bears 
his name and consisting of salicylic acid and ben- 
zoic acid in 6 and 12% respectively in benzoinated 
lard has probably been used more extensively than 
anything else. Resorcin, chrysarobin, potassium 
permanganate, crude coal tar, tincture of iodine 
and mercurochrome are also used, sometimes very 
effectively. In the acute, weeping, vesicular but not 
pustular stage, crude coal tar ointment sometimes 
dries up the lesions, preparing the skin for later 
more active remedies such as Whitfield’s ointment 
or chrysarobin. 

In the pure vesicular or vesiculo-pustular stages, 
I favor potassium permanganate 1-2000, using this 
as hot soaks for twenty or thirty minutes two or 
three times daily. In the very severe cases, I have 
had patients follow this with wet compresses of 
the same solution. An antiseptic powder consisting 
of salicylic acid, thymol, boric acid, zinc oxide and 
talcum, for use in the day time, is of much benefit 
after the soaks. : 

The X-ray is of considerable value in both the 
acute vesicular stage and in the lingering, dry, 
chronic cases. It does not kill the fungus, but 
probably exerts some action on the tissues result- 
ing in their resolution. 

Recurrences are the rule. We do not know whe- 
ther we simply attenuate the fungus, causing it to 
lie dormant in the deep layers of the skin, ready 
to spring up under favorable conditions, or whether 
we actually kill it, only to have the patient reinfect 
himself later on. In either case, to my mind, one of 
the most important parts of treatment is to instruct 
the patient in proper hygiene in so far as we know 
what that is. I believe that gloves and_ slippers 
should be destroyed if they have been worn during 
the disease. A patient should never allow his bare 
feet to touch a floor, rug or carpet. A good plan is 
to wear cotton socks, one pair for twenty-four 
hours, in bed and out, then have them boiled in 
soap-suds. Paper slippers may be worn in the bath- 
room. These should later be burned. After the bath, 
the bath-tub or shower should be scrubbed. Wood 
or rubber sandals may be worn into the shower. 

In spite of all precautions, the disease is some- 
times extremely persistent, and only by most care- 
ful attention to treatment and hygiene can it be 

cured. 


¢ 

: ( 

kK 
d 
b 
n 
€ 
ne 
ta 
he 
hes 
\ 


THE RHODE ISLAND MEDICAL JOURNAL 


Owned and Published by the Rhode Island Medical Society 
Issued Monthly under the direction of the Publication Committee, 106 Francis Street 


Freverick N. Brown, M.D., Editor 
309 Olney Street, Providence, R. I. 


Asa S. Brices, M.D. ) 
Auex M. Burcess, M.D. 

W. Louis CHAPMAN, M.D. 
AppLteton, M.D. 
Witrrep Pick es, M.D. 
Norman M. McLeop, M.D. 
Apert H. M.D. 
Dennett L. RicHarpson, M.D. 
Guy W. WELLs, M.D. 

Isaac GERBER, M.D. 


CreIGHTON W. SKELTON, M.D., Business Manager 


Frepertck N. Brown, M.D., Chairman 
C. W. Sxetton, M.D. 

Epwarp V. Murpny, M.D. 

Harry Lee Barnes, M.D. 

James W. Leecu, M.D. 


Associate 


r Editors Committee on Publication 


J 
Advertising matter must be received by the 10th of the month preceding date of issue. 
Advertising rates furnished upon application to the business manager, CREIGHTON W. SKELTON, M.D., 106 Francis St., Providence, R. I. 


Reprints will be furnished at the following prices, providing a request for same is made at time proof is returned: 100, 4 pages without 
covers, $6.00; each additional 100, $1.00; 100, 8 pages, without covers, $7.50; each additional 100, $2.80; 100, with covers, $12.00; each 
additional 100, $4.80; 100, 16 pages, without covers, $10.50; each additional 100, $3.00; 100, with covers, $16.00; each additional 100, $5.50. 


SusscripTion Price, $2.00 peER ANNUM, SINGLE Copiks, 25 CENTSs. 
Entered at Providence, R. I. Post Office as Second-class Matter. 


RHODE ISLAND MEDICAL SOCIETY 


Meets the first Thursday in September, December, March and June 
Wallum Lake PAWTUCKET 


H. L. BARNES President 


Ist Vice-President Providence 
2nd “ “West Warwick 
Secretary Providence 
Treasurer Providence 


N. D. Harvey 
Cuas. H. CHRISTIE 
J. W. LeecH 

J. E. Mowry 


DISTRICT SOCIETIES 


KENT 
Meets the third Thursday in each month 


E. Greenwich 
Riverpoint 


President 
Secretary 
NEWPORT 
Meets the second Thursday in each month 


D. P. A. Jacosy 
Avexanper C. SANFoRD 


Joseph A. BAUTE 
Cuartes S. CHRISTIE 


President 
Secretary 


Newport 
Newport 


Meets the third ‘'hursday in each month excepting 
uly and August 


President 
Secretary 


PROVIDENCE 


Meets the first Monday in each month excepting 
uly, August and September 


President 
Secretary 
WASHINGTON 


Meets the second Wednesday in January, April, 
uly and October 


President 
Secretary 


WOONSOCKET 

Meets the second ‘Thursday in each month excepting 

uly and August 
President 
Secretary 


Central Falls 
Pawtucket 


Exttiott M. CLarKE 
Henry J. HANLEY 


Providence 


Joun Dontey 
Providence 


P. P. CHase 


Westerly 


L. H. Jounson 
Westerly 


Joun CHAMPLIN, Jr. 


Woonsocket 
Woonsocket 


W. A. BERNARD 
'T. S. Fuynn 


R. I. Ophthalmological and Otological Society—2d Thursday—October, December, February, April and Annual at call of President. 
Raymond F. Hacking, President; H. A. Winkler, Secretary-Treasurer. 


The R. I. Medico-Legal Society—Last Thursday—January, April, June and October. Henry M. Boss, Jr., President; Dr. Jacob S. 


Kelley, Secretary-Treasurer. 


EDITORIALS 


MEDICO-LEGAL EXPERTS 


In his masterful retiring address, the last Presi- 
dent of the Rhode Island Medical Society made a 
splendid suggestion—that the society establish a 
bureau of medical experts, willing, capable, diplo- 
matic, and of unquestioned ability, to act as wit- 
nesses in court in medico-legal cases. 

A good medical witness must have an unusual 
taste for that work in order to create confidence in 
the courtroom and be of value to impartial justice 
he is serving. He requires above all unquestioned 


knowledge in that branch of medical science of 
which at the time he is the exponent. He must be 
brief and concise in his answers without going 
astray of the subject in hand. He must volunteer 
no uncalled-for information. He must have a 
“flare” for legal procedure, exactness and nicety of 
expression, and withal a sense of humor which can 
bear unruffled the possible taunts and irony of 
cross-examination. 

Obviously such a bureau would list only the 
names of those who desired this type of work and 
who, in the opinion of the society, could really qual- 
ify as experts—true specialists of unimpeachable 
reputation and experience. 
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Such a list would supply the legal profession 
with available and most useful doctors who could 
testify with clarity and precision, backed by the 
weight of knowledge and unswerved by the cun- 
ning of wits of an opposing lawyer. The result 
would be more dignified and satisfactory testimony, 
which could command the respect of the court- 
room and extend through the press to the public, 
rather than the sometimes ludicrous maze of con- 
tradiction which devitalizes the force of medical 
opinion. 

The Rhode Island Medical Society would do well 
to follow this constructive lead of our retiring and 
revered President. 


COMMENT IN SEASON 


The last meeting of the Rhode Island Medical 
Society was unique in quite a few respects. In the 
matter of discussion of the papers the usual ghastly 
silence that so frequently follows a paper was not 
in evidence and the discussion was as snappy and 
profitable as any the writer has heard in many years. 

The subject of appendicitis in particular was 
most ably discussed. Now there is no subject in 
medicine that has a larger, and we have always 
thought, a more satisfactory literature, yet the dis- 
cussion brought forth the fact that there is still 
considerable diversity of opinion regarding both 
the etiology and treatment of the disease. Although 
the subject of the paper was etiology the doctors 
could not evade that which was nearest to their 
hearts, that of*the all important matter of treat- 
ment. All were not agreed upon this nor was there 
one to proclaim that the time to operate in appendi- 
citis is when the diagnosis is made, and the fact 
well known to us that the reason so many die is that 
they are not referred to a capable surgeon early 
enough. We are too timid to announce our views 
plainly, even when our opinions are backed up by 
ample experience and the results of both clinical 
study and erudition. It is easy enough to discount 
well established methods of treatment for “newer 
methods” and the number of new remedies that 
are offered to the profession and their ready accep- 
tance is a commentary on our credulity. There are 
something like two hundred new and untried reme- 
dies foisted upon the profession each year and it 
it impossible to even remember their names let 
alone their alleged properties. Many of them are 
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old things under new names, and always with a 
substantial increase in the price. Only too often 
a quasiscientific clinical record is offered as an 
argument for their worth. 

It is to be believed that the former plan of pro- 
gram of medical meetings in which two or three 
physicians are pledged in advance to discuss the 
papers or at least to comment upon the subject has 
much to recommend it, and its return will doubt- 
less attract interest and render the meetings more 
vital and attractive in their interest. 


NEPHROSIS: A REFUTATION 
WitiiaM S. Levy, M.D. 
301 East 20TH Street, New York City 


Constant bombardment and repetition of an idea 
or term, flagged before the medical horizon, soon 
leaves its impression somewhere upon the medical 
pallium. Medicine is too fraught with precocious 
efforts, acquiescences and a paucity of intransi- 
geants. We still relish the heritage of the atmos- 
phere of the Greek age which discredited experi- 
ment as it discredited manual labor. Pure thought 
alone was held worthy of the philosopher ; and by 
its means alone, he believed the human mind was 
capable of solving all problems. To this heritage 
the medical man turns as a last strained effort to 
project himself beyond the physical scope of his 
experiments and vision. It behooves us occasion- 
ally as a sobering process to become medical agnos- 
tics and revaluate old values. 


History 


The term nephrosis was invented and _ first 
employed twenty-six years ago, (1905), at a patho- 
logical conference in Germany, by Friedrich Mil- 
ler’ to describe the degenerative lesions in the 
kidney and to thus differentiate this pathology from 
the true nephritis, which term he limited to the 
inflammatory changes of the kidney. This new 
epithetical term was not greeted favorably. Those 
pathologists more academically inclined objected to 
the term nephrosis on etymological grounds inas- 
much as it phoneticized hydronephrosis to which it 
had no relationship. Those more savantly in their 
field could not see the need of creating a term that 
would sharply delimit the degenerative from the 
inflammatory lesions, inasmuch as in reality they 
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regarded the borderline an indistinct one. The 
entire realm of renal pathology, clinically and 
histologically, twenty-six years ago was as nebu- 
lous and unsatisfactory as it is today. 

Then the term nephrosis remained quiescent 
until, after a lapse of seven years, Epstein of New 
York in 1912 revived the term, rejuvenated it, gave 
ita new meaning and held forth for it a new clinical 
prominence. Generally, in the literature, the term 
nephrosis is synonymous with Epstein’s nephrosis ; 
and in its further usage in this paper, the term will 
be used in that sense. 

It is important in the historical evolution of the 
term to take cognizance of the name of Munk? who 
in 1915 began using the term lipoid nephrosis with 
much the same attributes as Epstein presented in 
his new entity. 


Clinical Syndrome 


In a series of monographs by Epstein, written 
since 1912 he describes a syndrome which he calls 
nephrosis and which he regards as a new metabolic 
disease. Many writers stimulated by his views 
report similar syndromes with modifications and 
with altered interpretations. It is interesting in 
this respect to review the fact that current text- 
books on clinical medicine ignore the subject 
entirely. 

Metabolism is a vast unexplored and possibly 
unexplorable field in medicine ; it is exuberant and 
bewildering in possibilities and resources. Meta- 
bolism is the handmaiden of protoplasm. Huxley 
was correct when he said that protoplasm is the 
physical basis of life. Metabolism is that physical 
basis in action. A real understanding as to the 
modus operandi of cellular metabolism still remains 
to be discovered. 

Epstein describes his entity as a general meta- 
bolic derangement or dyscrasia which is always 
accompanied by secondary changes in the tubular 
epithelium of the kidneys; the renal degenerative 
lesions are always secondary to a primary change 
elsewhere in the body tissues possibly the thyroid 
gland. The clinical picture as reported by Epstein® 
consists of a marked albuminuria, oliguria, cylin- 
druria of all kinds, marked edema, hypercholes- 
terolemia, decreased basal metabolism, relative 
increase in globulin of the blood at the expense of 
the albumin, good renal function as measured by 
the phenolphthalein index, and an absence of the 
following : hypertension, hematuria, increased 
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nitrogen retention and retinitis. It has an insidious 
onset, a protracted course and is marked with 
exacerbations and remissions. Typical cases are 
seen by Epstein in a review of those reported in the 
literature. The number in any series of cases 
reported is small. Only two papers were found 
which reported more than two typical cases. For 
this disease or disorder Epstein* also recommends 
the name Diabeticus Albuminuricus. 


Cholesterol 


Great emphasis and diagnostic value is placed on 
the hypercholesterolemia in nephrosis in differen- 
tiating it from nephritis. This differentiation has 
given rise to the term lipoid nephrosis. According 
to any current text-book on laboratory diagnosis 
cholesterol is increased in the blood in acute and 
chronic nephritis along with many other diseases. 
Hypercholesteroemia per se is pathognomonic of 
nothing. In only four out of the seven cases 
reported by Aldrich* was the cholesterol in the 
blood increased. Epstein’ in one place states, “The 
cause of the hypercholesterolemia that.is so char- 
acteristic of chronic nephrosis is still uncertain’ 
and again in the same paper states, “It is subject 
to marked fluctuations under a variety of condi- 
tions.” 


Basal Metabolism 


Throughout the literature and case-reports on 
nephrosis the statement is promulgated that a low- 
ered basal metabolism occurs in some of these 
cases. Epstein’ reports one case of Gull’s disease 
which finally developed nephrosis. The coincidence 
or sequela in this isolated case does not warrant 
any conclusions. The metabolic interrelationship 
between edema, albuminuria, hypercholesterolemia 
and chloride retention in nephritis or nephrosis 
has as yet not been definitely determined. Further- 
more, it is a known clinical fact that albuminuria 
may be a sign of myxedema without any accom- 
panying renal lesion. Murphy and Warfield® sug- 
gest that the lowered basal metabolism in nephrosis 
is only apparent and is due to the inability to cal- 
culate properly the metabolic rate because of the 
edema. 


Etiology 


The etiology is idiopathic. Epstein® believes a 
subthyroid condition is present in some cases and a 
metabolic dysfunction in all. Aldrich* reported 


31 = 
tha 
ften 
an 
pro- 
hree 
the 
has 
ubt- 
nore 
dea 
oon 
lical 
ious 
nsi- 
ight 
| by 
was 
aa 
t to 
his 
ion- 
10S- 
first 
tho- 
ful- 
the 
rom 
the 
new 
10se 
d to 
nas- 
it 
that 
the 
hey 


128 


seven cases of the nephrotic syndrome all of which 
had nasal infections, especially sinusitis, which is 
a frequent cause in children. Holmes’ reported a 
case of nephrosis, where a previous diagnosis of 
chronic nephritis was made, which recovered after 
a small tag of tonsil containing pus was removed. 
Thus it is seen that the etiological factors at work 
in the nephrotic syndrome are no different than 
those we frequently see clinically as precursors of 
acute and subacute nephritis. 


Pathology 


Epstein* holds the view that the pathology of 
nephrosis consists in a metabolic disturbance 
involving the entire constitution with specific 
changes in the kidneys confined to the tubular 
epithelium. 

MacCallum* in his splendid “Text-book on 
Pathology” in the chapter on nephritis finely states, 
“The destruction or distortion of one element 
entails the downfall of another—the tubule is 


dependent on the glomerulus, and the glomerulus 
on the tubule, both on the blood supply, so that an 
injury anywhere has far-reaching results in this 


complex organ. ... A still greater difficulty arises, 
however, when we attempt to estimate the impor- 
tance of these anatomical changes, since we know 
that the function of the kidney is affected so pro- 
foundly by alterations of the cell which do not 
show themselves at all to our eyes, even with the 
best of microscopes, aided only by our present 
technical methods.” 

Autopsies on cases reported by Christian” showed 
chronic glomerular nephritis. Christian in the 
same report states that at Mount Sinai Hospital in 
New York every case clinically diagnosed nephro- 
sis, has at autopsy presented characteristic evi- 
dences of glomerular nephritis. He regards 
nephrosis as a form of chronic nephritis. 

Major'’ in a resumé of his eight cases of so- 
called nephrosis concludes that nephrosis is noth- 
ing more than our old acquaintance, a pure paren- 
chymatous nephritis. 

It is a known fact that a nephrotic or degenera- 
tive condition of the tubules may be found in death 
from pneumonia, typhoid fever, diphtheria, syphi- 
lis, tuberculosis, mercury poisoning, jaundice, dia- 
betes mellitus, hemoglobinuria and toxic nephri- 
tis of pregnancy. These renal lesions can not be 
differentiated from those of nephrosis ; and yet are 
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unaccompanied by the clinical syndrome of 
nephrosis. 

Boyd" reported a true case of nephrosis which 
three years lated died from a proven glomerulone- 
phritis. Finally, in support of Epstein’s teachings, 
two outstanding cases of pure nephrosis carefully 
studied and reported by Murphy and Warfield*, 
both of Milwaukee, are cited by his disciples. These 
two cases showed no evidences of any glomerular 
involvement, acute or chronic, at post-mortem, 
This is plainly evidential of a fatal tubular nephri- 
tis which was severe enough to kill before progress- 
ing on to other parts of the kidney ; and the noso- 
logical classification here of nephrosis is entirely 
superfluous. 


Treatment 


As is to be expected treatment is a variable fune- 
tion in this syndrome. Epstein’ states that in some 
cases thyroid therapy helps. He recommends a high 
protein and low fat diet, the so-called Epstein’s 
diet. Other writers advise calcium chloride, low 
protein diet, salt free diet, fluid restriction, forcing 
of fluids, alkalies, diuretics, no diuretics, tonsillec- 
tomy, drainage of infected areas and foreign pro- 
tein therapy. 

In Aldrich’s* series of seven cases all responded 
to drainage of the abscesses resulting from nasal 
infections as evidenced by prompt diuresis and 
clinical improvement. Tonsillectomy did not pre- 
vent recurrence in this series. 

Epstein’* states, “The therapeutic requirements 
in chronic nephrosis are met in some cases by high 
protein feeding alone, and in others in conjunction 
with thyroid extract or thyroxin . . . Cases of 
chronic nephrosis exhibit an unusual tolerance for 
thyroid and thyroxin.” He gives it intravenously 
and orally. He states in the same paper, “For 
example daily doses of 15 to 60 grains of thyroid 
are often required over long periods of time to 
elicit a metabolic response.” This treatment with 
high protein diet and thyroid may require a year or 
longer. 

Bannick and Keith" state that the treatment of 
chronic nephrosis and chronic glomerulonephritis 
is the same. 


Case Report 


Mary J. C., aged 9, white, American. Complaint: 
edema of face and limbs and pain in right costover- 
tebral angle. Family history shows a tuberculous 
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taint inasmuch as one sister had Pott’s Disease and 
mother had nephrectomy for a “rotted kidney.” 
Past history: Measles at 2 years, Pertussis at 6 
years, Varicella at 7 vears, Acute Parotitis at 7% 
years and Scarlet Fever at 8 years. The Scarlet 
Fever was of a mild grade, had fever of 102° for 
only the first two days ; at no time during the Scar- 
let Fever did the urine show any abnormality, not 
even a febrile albuminuria. She was in bed four 
weeks and discharged well without any complica- 
tions or sequelae. Present illness : Six weeks before 
admission to hospital, patient had a mild sore 
throat, and again one week before admission she 
had another sore throat which lasted four days. 
At this time she had a severe occipital headache 
and for that reason went to bed and stayed there 
for two days. This was four days before entering 
the hospital. Patient at this time also complained 
of a dull pain in upper right back . She had no chills 
or fever and did not vomit. She did have dyspha- 
gia. For the last four weeks mother noticed that 
the child’s face and hands were swollen. She had 
nocturia once or twice and no hematuria. The 
occipital headache persisted to the day of admis- 
sion. Appetite impaired, but sleeps well. Physical 
examination: Edema of hands and lower limbs, 
face puffy and waxy, no fluid in serous cavities. 
Laboratory data: Urine++++albumin, daily out- 
put 165 c.c., hyaline and granular casts, no red blood 
cells, specific gravity 1026 to 1034, 5 to 10 leucocytes 
per high power field. White blood count 10,800, 
polymorphonuclears 49%, lymphocytes 49%, eosi- 
nophiles1%, large mononuclears 1%, Sahli hemo- 
globin 71%, Phthalein out-put 67%, Cholesterol 
0.20 grams per 100 c.c. whole blood. Basal Meta- 
holism -12%. Course of illness:—After 2 weeks 
in hospital, tonsils and adenoids were removed, 
and almost immediately thereafter all signs and 
symptoms cleared up. 


SUMMARY 


1. Nephrosis as a disease entity is refuted. 

2. I agree with Boyd'! that nephrosis is to be 
regarded as a group of states, and with Christian” 
that nephrosis is a form of chronic nephritis. 

3. The high tolerance for thyroid in this con- 
dition is an interesting clinical fact. 

4. Our old ideas regarding the relationship 
between nephritis, protein ingestion and uremia 
need revision. 
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THE PRESENT TREND OF MEDICINE 
By Jay N. Fisusein, M.D. 


203 THAYER St., ProvipENcE, R. I. 


In medicine as in politics we have progressed 
with the times. We have passed from an auto- 
cratic to a democratic state. The trend of the times 
is now carrying us on to socialism, or in other 
words State Medicine. We are approaching a 
radical change from private individualistic prac- 
tice to a government co-operative health and acci- 
dent service. 

State Medicine has long been casting its shadow 
upon the horizon, and it has grown so that today 
it threatens to overshadow the practice of private, 
individualistic medicine. There is no constant or 
exact separation between preventive medicine and 
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curative medicine or between private health and 
public health, and there has been a gradual invasion 
of preventive medicine into the field of private 
medicine. 

One of the various ways in which this tendency 
has found expression has been in the increasing 
activities of the State Departments of Health, the 
creation of new departments, the increase in free 
clinics with a broadening in the scope of their 
functions. All of these expressions may be classed 
under the generic term of “State Medicine” which 
in its turn may be defined as referring to the exten- 
sion of governmental activity in the health field, by 


creating compulsory health insurance, distributing” 


physicians, and seeking complete control of med- 
ical practice as a public utility. It may again be 
defined as the assumption by the state of those 
duties in connection with the prevention, care or 
alleviation of disease which are usually performed 
by private individuals who have been duly quali- 
fied and registered as physicians. 

The middle class has long been dissatisfied with 
medicine as it is practiced today. The mounting 
expense of hospitals has placed these institutions 
beyond the reach of the honest, self-respecting 
workingman with the average income. It has 
become an established fact that hospitals serve only 
the very rich and the very poor. Dr. Olin West 
outlines the problem as follows: “The one great 
outstanding problem before the medical profession 
today is that involved in the delivery of adequate, 
scientific medical service to all the people, rich and 
poor, at a cost. which can be reasonably met by 
them in their respective station of life.” 

Some misguided enthusiasts feel that the solu- 
tion to this problem lies in State Medicine. This is 
not a solution—it is a complication. At various 
times in our history we have experimented with 
government management and in practically every 
case the experiment has proven unsatisfactory. 
When the plan fails in its application in business 
it must of necessity fail in its application in medi- 
cine. Dr. Ochsner tells us that in Germany state 
control has destroyed the splendid sweep of med- 
ical progress which was the envy of the world. It 
has ruined the profession and forced upon the 
people the worst methods, kinds and degrees of 
medical practice that have ever been suffered by a 
civilized country. 

The German National Health Service is 
described by Dr. Erwin Liek in his book, “The 
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Physician and the Future.” Dr. Liek sees a med- 
ical profession degraded beyond measure. He sees 
physicians attempting to serve one hundred pati- 
ents daily, at the same time completing a vast 
amount of paper work, recording cases for insur- 
ance organizations which value the paper work 
more than they value the medical services. He sees 
physicians with little hope for the future, working 
only to complete the day’s stint of patients, feeling 
that tomorrow is only another day. That type of 
physician can have little or no interest in medical 
research. He is merely a cog in a machine with no 
more pride of occupation than the humble mechanic 
who spends each day engaged at his routine, monot- 
onous task. He is no longer the practitioner of a 
profession—he becomes essentially the salesman 
of a small stock of medical goods. The idealist or 
organizer may say that this system is attempting 
to realize better medical service for less money. 
It may be realizing less money, but no one knows 
so well as the physician who practices that type of 
medicine that it is not realizing better medical 
service. 

There is yet to be found a nation in which a sys- 
tem of State Medicine, so far as already estab- 
lished, has met with the full approval of a large 
majority of either the public or of the medical pro- 
fession. The difficulties inherent in any scheme of 
socialized medical practice employing full-time 
salaried physicians for the prevention and the cure 
of diseases are inherent in all of them. Socialism 
makes the best men seek other fields because indi- 
vidual thinkers will find such a routine existence 
too monotonous and irksome. Under socialism the 
seeker for pecuniary returns multiplies his visits 
to the sick in order that he may add to his fees, 
while the sick multiply their visits to the physician 
in order that they may take more time from work 
and get back more money from the insurance 
organizations. 

England likewise has experimented with State 
Medicine and it is known there as the “Lloyd 
George's National Health Insurance Act of 1911.” 
This legislation provides that every person with 
an income below 250 pounds (approximately 
$1,200) must carry health insurance with the gov- 
erment. A list of the names and addresses of doc- 
tors who have undertaken to treat insured patients 
constitutes the “panel,” which is officially known 
as the medical list. This is an expression of pater- 
nalism similar to the “dole” and like it has worked 
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more harm than good. Instead of improving the 
practice of medicine it has resulted in a tremendous 
increase in charltanism and in cultism and served 
to increase the discontent already prevalent. 

What is wrong with the practice of medicine 
today’? Physicians are better trained and more 
capable than they ever have been. The span of life 
has gradually increased. Epidemics to a large 
extent have been wiped out. Much of the credit 
for this must be given to the medical profession. 
We have adopted the Chinese custom of attempting 
to prevent disease instead of waiting to treat it 
when it occurs. This new doctrine of preventive 
medicine demands that the physician work against 
himself by preventing the very disease, or treat- 
ment of, upon which his livelihood depends. The 
profession has nobly risen to the ideal of service. 

We have reared a structure of which we may 
justly be proud. Medicine has made great progress 
and we must see that the course continues in the 
proper direction. That there is room for improve- 
ment cannot be denied. As has been mentioned, 
the problem of hospitalization is an important one. 
The past thirty years have seen tremendous strides 
in the progress of medicine. We are gradually 
working out our own problems and to ruthlessly 
tear down this edifice and level it under govern- 
mental control seems ill advised. Such a sacrifice 
is wholly unnecessary. 

There are those who demand that the medical 
profession be actuated solely by altruistic motives 
and consider State Medicine a solution to this prob- 
lem. They feel that the physician can do his work 
best by having his mind released from financial 
worries and that this condition can be achieved 
only by placing him on a salary basis. They claim 
that the physician should be entirely detached from 
business relations and that the “healing art” should 
hot permit itself to be debased by the sordid com- 
mercialism of the world. They assume that the 
satisfaction the doctor must feel in the satisfactory 
performance to his duties should be his sole reward. 
An individual need not be particularly astute to 
realize that the profession to work at the greatest 
efficiency must maintain its economic independence. 
Weare heading towards the paternalistic condition 
of doling out medical services, food and amuse- 
ments to a parasitic and degenerate populace such 
as preceded and produced the fall of Rome. Our 
Most pressing problem today in medicine is to pro- 
tect the freedom of the profession against the 
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encroachments of socialism and the State. The dan- 
ger is a real one. State Medicine in some forms 
already exists and operates in every state in the 
union and its powers are steadily growing greater. 

The following are some objections which may be 
raised against State Medicine: 

The likelihood of its becoming a political pawn 
with its accompanying favoritism, mismanagement 
and waste. Politics has no place in medicine. Under 
our government we cannot depend with assurance 
that the honest and rational administration of any 
term of years will be followed by similar subse- 
quent administrations. The edifice it creates tends 
to become an unwieldy instrument. In the progress 
of State Medicine it is inevitable that the profession 
will be under the thumb of the politician, and while 
the dictation to the doctor by the lay board in cer- 
tain medical institutions is bad enough, such dicta- 
tion becomes insufferable when exercised by self- 
seeking ward heelers and ruthless political organ- 
izations. 

The patients lose the right to choose their own 
physician. The doctor becomes an automaton. 
Healing cannot be parceled out as a commodity. 
There cannot be healing without faith, and faith 
is not bred in the impersonal, disinterested atmos- 
phere of the clinic. We as physicians know that to 
help the patient we must first win his confidence. 

State Medicine converts a profession into a busi- 
ness. It tends to destroy initiative and an enter- 
prise cannot succeed when it is deprived of inde- 
pendent initiative. It inhibits the stimulation of 
medical research and tends to paralyze medical 
progress. It encourages a perfunctory, inferior 
service and inadequate medical treatment, since it 
does not recognize merit and the doctor receives 
compensation regardless of whether his services 
are good, bad or indifferent. 

A sequela of the failure to recognize merit is that 
it discourages the ambitious youth from the study 
of medicine and leaves the field to men of inferior 
ability. Medical education is acquired at a great 
expenditure of time, labor and money and the 
prospect of a salaried position, such as State Medi- 
cine offers, could hardly justify the sacrifices 
entailed. 

There must be left the freedom and opportunity 
which will attract the same energy, courage, ambi- 
tion and initiative as do other enterprises, or else 
the public will suffer by the loss of the physicians 
possessing the greatest ability and character. By 
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removing individuality we destroy initiative. State 
Medicine may change human relationships but it 
cannot change human nature. Independence is 
essential to efficiency in medical practice. State 
Medicine will attract the weaker element of the 
profession. There will always be independent 
practitioners and among these will be found the 
most progressive and competent. The patients who 
are able to pay will always continue to employ the 
private practitioner. 

The public is bound to become dissatisfied with 
State Medicine and the inevitable result will be an 
increase in quackery and cultism such as we find 
in England, Germany and other countries that have 
adopted government medicine. State Medicine 
develops large numbers of neurotics who come to 
the physician with every conceivable ailment and 
encourages costly malingering. Lvery physician 
recognizes this type of patient. They are more 
prevalent in the free clinics and such patients will 
thrive under government medicine at the expense 
of more worthy cases, resulting in an enormous 
and unnecessary expense to the State. 

In this country today there are already a number 
of schemes of medicine practised on a social, a 
commercial, or a group basis; the type of medical 
practice that is a precursor to State Medicine. 

There is an increasing tendency on the part of 
the Public Health Service and of hospitals to estab- 
lish clinics for the treatment of certain diseases. 
There may be rational grounds for this policy in 
the case of diseases of a communicable nature, 
where the safety of the community must be safe- 
guarded, or in sparsely populated regions which 
are not provided with a sufficient number of resi- 
dent physicians to properly care for the sick. With 
these exceptions there is no rational basis for this 
sort of paternalism. 

Charitable organizations with that insatiable 
desire to pauperize everyone that comes within the 
pale of their influence constitute a distinct menace 
to private practice. As a profession we have seen 
organized charity grow in influence and affluence. 
It is true we have need for these organizations and 
they have done some noble work. The attitude how- 
ever taken by most, if not all charity organizations, 
is that even the individual who is able to live in 
moderately comfortable circumstances is still an 
object of charity as far as medical services are con- 
cerned; charity clinics being maintained not only 
for the poor but for all who come, Not content with 
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those who seek free medical clinics, these zealous 
workers have gone into the highways and byways 
and urged patients to attend these charity clinics, 
They feel that accident and disease are conditions 
over which the individual has no control, and that 
therefore should not be called upon to pay for any 
medical treatment he receives. 

The profession has always maintained, and 
rightly so, the attitude that the person entitled to 
medical charity was an object of charity in other 
respects. The deserving poor have always received 
the utmost consideration at the hands of the pro- 
fession, in the clinics and out of them. They have 
always taken care of the sick and in need, and have 
accepted the responsibility as one of the heritages 
of the profession, 

The workings of the present day charitable 
organizations engaged in medical activities are 
doing much more harm than good. The type of 
charity which pauperizes the individual is bad both 
for the individual and for society and this has been 
demonstrated time and again. The individual who 
is able to take care of himself should be encouraged 
to do so, A patient of moderate circumstances who 
is sent toa clinic upon the advice or approval of the 
charitable worker does that individual inestimable 
harm, for that patient, having once sunk his pride, 
is usually permanently and irretreviably lost as a 
self-respecting member of society. Once they have 
accepted free medical treatment their pride and 
independence is impaired, their perspective 
becomes altered and soon they see nothing wrong 
in accepting free medical service. They find their 
friends in equal or better circumstances similarly 
free patients, and soothe their conscience util even- 
tually they lose what scruples they have. 

Medicine is an altruistic calling. It always has 
been and always will be. It cannot be said that the 
medical profession is lacking in charity, for of all 
the professions it is the one that has been particu- 
larly taken advantage of and unfairly victimized. 
Clinics which have been established for the poor 
are being monopolized by many who could and 
should pay a fair fee for what they receive. Char- 
itable organizations have been established with 
social service departments to investigate these cases 
in their homes, to determine the state of their home 
conditions and decide upon the worthy cases. 
Instead of doing this, these organizations to fur- 
ther their own cause have in many instances gone 
out of their way to increase the number of their 
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protegces, They have closed their eyes to any evi- 
dence tending to show that patients were unworthy 
cases for charity. This free treatment is offered 
to the public—nay, thrust upon them whether they 
will or no. Children are being referred directly to 
the free clinics, regardless of the families’ willing- 
ness or their ability to pay for private treatment. 
In some cases the social service worker escorts 
these patients to the clinics personally. Something 
is seriously wrong, when the richest country in the 
world has the largest number of free clinic patients 
per unit of population. 

Even today in the largest cities the average phy- 
sician finds his position embarrassing. The insur- 
ance companies’ clinics, the free and pay clinics, 
welfare clinics, state clinics, hospital clinics, have 
all offered serious competition. With the exception 
of the outstanding men who have established repu- 
tations because of their exceptional ability, experi- 
ence or connections, the lot of a physician is not an 
easy one. 

The majority of the physicians reading this 
article will undoubtedly feel that the situation has 
been grossly exaggerated, that State Medicine in 
its broadest scope as outlined here cannot threaten 


the medical profession, that any such possibility is 
too remote and lies in the dim and distant future. 
Let us recall how a short time ago prohibition as a 
national measure was considered equally absurd. 


We have achieved that state. State Medicine is 
today a similarly established fact in many countries. 
We lie here in a sheltered community, protected by 
years of conservatism. A year or two ago we wit- 
nessed the formation of a commercial clinic in our 
midst. It failed. Others like it however exist in 
many of our cities and continue to grow. This is 
particularly true of the larger cities. Our feeling of 
security is due to two facts. First is that we have 
hot vet come in actual contact with these conditions. 
Second is that our Service Department of Health is 
unusually well organized and in exceedingly capa- 
ble hands, the head of that department being a man 
of vast experience and enjoying the respect and 
confidence of the medical profession in the state 
and out of it. The facilities of an excellent labora- 
tory are available to the physician for the asking 
and this co-operation of the department with the 
physician has precluded the possibility of commer- 
cial laboratories or allied ventures from making any 
great healway or offering serious competition to 
the medical profession. 
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The picture painted above is a pessimistic one 
but true. The dividing line between preventive and 
State Medicine is a very fine one, and one which is 
constantly changing. Gradually new duties are 
assumed by the State that should belong under the 
jurisdiction of the private physician, and it seems 
merely a question of time until the trend of the 
times carries us into a socialistic era of medicine. 


SOCIETIES 


RHODE ISLAND MEDICAL SOCIETY 
ANNUAL MEETING 
(Continued ) 


REPORT OF THE COMMITTEE ON SURVEY OF 
MATERNAL OBSTETRICAL DEATHS 


The committee appointed by the President to 
conduct a survey of the causes of maternal obstet- 
rical deaths can at this time offer only a prelimi- 
nary report. The actual work of investigation by 
this committee began January 1, 1931. It seemed 
advisable to make the report of this committee 
coincide with the report of the State Board of 
Health which is issued as of January Ist each year. 
It seemed unwise to try to make a report for the 
year 1930 as that would have entailed investigating 
deaths for six months previous to the appointment 
of this committee and any investigation of cases 
which had occurred several months before the 
investigation was made would have been unreliable. 

With the valuable advice and cooperation of Dr. 
Chapin a form was devised covering the essential 
points in the history of the case. They include the 
certified cause of death, autopsy findings, name of 
accoucheur (physician or midwife), previous 
attendants, type of prenatal care, intercurrent or 
previous diseases, type of delivery, abortions 
(spontaneous or induced) and complications such 
as pernicious vomiting, hemorrhages, septicemia 
and toxemia. 

Through the kind cooperation of Dr. Chapin 
and Dr. Round of the Health department every 
obstetrical death in Providence and the state is 
reported to the committee as soon as the return is 
filed at the City Hall or with the State department 
of Health. The chairman then writes a personal 
letter to the doctor reporting the death, explaining 
the object of the survey and asking his cooperation 
which consists in granting an interview with Dr. 
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Milton Goldberger who, acting as the agent of the 
committee, makes a personal call upon him and 
fills out the blank previously mentioned. 

During the months of January, February and 
March, nineteen deaths were reported. The inves- 
tigation of seventeen of these is complete. Of these 
seventeen, thirteen died of sepsis and of these thir- 
teen deaths, six were abortions or miscarriages. At 
least one case reported as an obstetrical death was 
evidently not in any sense caused by pregnancy or 
labor. These facts are given simply as a matter of 
interest and as an indication of what the investiga- 
tion may be expected to reveal. The committee 
hopes that the investigation, which is to be con- 
tinued throughout the year, will be of sufficient 
interest to warrant its continuance with yearly 
reports and at the end of five years a complete 
report summarizing results of the entire investiga- 
tion. By that time a sufficiently large number of 
cases will have been collected to warrant the draw- 
ing of definite conclusions. 

The Committee wishes to gratefully acknowl- 
edge the cooperation of the hospitals, the profes- 
sion, the Providence Health Department and the 
State Board of Health in furthering its work. 

Respectfully submitted, 
Epwarp S. Brackett, Chairman 


Report from the Committee on Cancer Survey 
was not presented due to the absence of the chair- 
man. 

The secretary then read the report of the meeting 
of the Council which immediately preceded the 
meeting of the House of Delegates, and it was 
voted that the Treasurer's report as approved by 
the Council be adopted. 

At the suggestion of Dr. Peter P. Chase, chair- 
man of the Committee on Education, State and 
National, it was voted that the President appoint a 
committee on Public Relations to consist of three 
members to work out methods whereby the rela- 
tionship between the public and the physicians may 
be brought to closer harmony and understanding. 
This Committee on Public Relations was appointed 
by the chair as follows: 

Dr. John W. Helfrich, Chairman, Westerly. 

Dr. F. T. Fulton, Providence. 

Dr. I. Hart Noyes, Providence. 

Adjourned. 

Respectfully submitted, 
J. W. Leecu, M.D., Secretary 
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PROVIDENCE MeEpIcAL ASSOCIATION 


The regular monthly meeting of the Providence 
Medical Association was called to order by the 
President, Dr. John E. Donley, Monday evening, 
June 1, 1931, at 8:50 o'clock. The records of the 
last meeting were read and approved. 

The Standing Committee having approved their 
applications, the following were elected to mem- 
bership, Linley C. Happ, John Langdon, Anthony 
V. Migliaccio, Emilio J. Monti. 

The first paper of the evening, on “Retinal 
Hemorrhage after Blood Transfusion,” by Dr. 
Harry C. Messinger and Dr. Adolph W. Eckstein, 
was read by Dr. Eckstein. This followed the exam- 
ination of sixty patients before and after trans- 
fusion. The transfusions comprised both whole 
blood and citrated blood. Ten cases showed retinal 
hemorrhage. He reported the details of cases. 
Retinal hemorrhage were in general not severe and 
are not a contra-indication to transfusion. 

The second paper was by Dr. James P. O'Hare. 
Assistant Professor of Medicine, Harvard Medi- 
cal School, on “The Practical Value of Blood 
Chemistry with Especial Reference to Nephritis.” 
He feels there is much confusion about this and 
that too much dependence is placed on these find- 
ings where the laboratory work may be poorly done 
or misinterpreted. These tests are merely helps not 
authoritative in themselves. 

The non protein nitrogen which consists of a 
group of nitrogen substances is affected by the 
breakdown of food substances, tissue substances 
and kidney excretion chiefly. Hence, anything 
which injures both kidneys raises the non protein 
nitrogen. Blood urea nitrogen follows non protein 
nitrogen except in severe liver injury as acute 
yellow atrophy. In his laboratory the blood urea 
nitrogen test is done for convenience sake. His 
laboratory does not do the creatinin test. He also 
discussed the tests for the less important sub- 
stances. He felt that blood sugar estimates were 
done more than necessary as most diabetes can be 
handled without them but in certain cases they are 
very important. Non protein nitrogen or blood 
urea nitrogen and blood sugar are the only tests that 
are generally necessary. Single determinations are 
of little value. The history of the patient, and dis- 
ease, the physical examination and the simple lab- 
oratory tests outweigh in importance the blood 
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chemistry. The paper was discussed by Drs. Wells, 
Burgess, Fulton, De Wolf, Gray and O’Hare. 
The meeting adjourned at 10:20 P. M. Collation 
was served, Attendance 117. 
Respectfully submitted, 
Prerer Prnro CHase, Secretary 


HOSPITALS 


RuopE IsLanp HosPITAL 
CLINICAL PATHOLOGIC CONFERENCE, 


ApriL 28, 1931 
Abstract of Clinical History 
Case No. 1. Presented by Dr. H. DeWolf. 


J. S., 40 years, married, steamfitter. 

Sept. 30, 1930. Referred from Medical O. P. D. 
where he had been treated for one week previous 
toadmission to House. His chief complaint is pain 
in chest and back. 

P. 1, For 3 months past easily fatigued. In last 
5 months lost 46 Ibs. (168-122). About 5 weeks 
ago dull pain, tenderness and swelling in left knee, 
and later the same condition in left hip. This was 
followed by sharp, lansillating pain in left scapula 
region and around the left costal margin. Slight 
cough, no haemoptysis. Patient noticed about 3 
weeks ago an intermittent weakness of voice. Pains 
in left knee and hip are now diffuse throughout 
left leg. Has recently had several attacks of vom- 
iting. Patient is very weak, unable to feed himself. 


F.H. Not recorded. 


P.H. Childhood diseases. Fever, chills, sweats 
called “malaria” 114 years ago. 


Physical Examination 


Poorly developed, marked loss of flesh. No 
swelling nor tenderness in hip nor leg, as noted in 
above history. 

Reflexes. Normal. Heart and vessels normal. 
Blood pressure 98/68. 

Rectal Examination. Negative. 

Temp., pulse and respiration normal. The only 
abnormalities found upon physical examination 
are as follows: 

l. An enlarged cervical gland on the left side 
of the neck. 
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2. A markedly husky voice. 

3. Lungs, slightly impaired resonance and 
tuberlar breathing with vocal and tactile fremitus 
increased over the right upper lobe. (These signs 
were not found at a later examination). Definite 
impairment of resonance over the upper left lung, 
posteriorly. (This sign was, no doubt, correctly 
interpreted, as proven by the results of the later 
X-ray film.) 


Laboratory Data 


Urine all negative. 

W. B. C. 84,000. Blood chemistry, negative. 

Hinton negative. 

X-ray findings will be reported later by Dr. 
Batchelder. 

Admission Note. The diagnostic impression 
gained from the loss of weight, fatigue, huskiness 
of voice, vague pains in dorsal region, enlarged 
cervical gland and lung examination is that there 
is present a mediastinal growth, probably 
malignant. 

The subsequent course of the case was rapidly 
and steadily down grade. A month after admission 
there appeared several more enlarged cervical 
glands on both sides of the neck. Also severe pains 
in the left side of the pelvic region. 

A question arose and caused some difference of 
opinion as to whether the swelling on the left side 
of the neck was truly a cervical gland or left lobe of 
thyroid. 

The final impression (Clinical and X-ray) was 
of malignant disease of lung and mediasternum, 
secondary in nature, the primary focus being prob- 
ably in the pelvis bones where pain first appeared. 

The patient died November 10, seven weeks 
after admission. 


Dr. DEWotF: This case was on the service last 
September and seemed full of interest. He came to 
us on September 30. He had been treated in the 
nose and throat department at the Out Patient and 
sent to the house with chief complaint of pain in 
chest and back. “For three months past easily 
fatigued. In last five montlis lost 46 Ibs. (168-122), 
etc.” There was a difference of opinion as to 
whether the nodule in the neck might be a cervical 
gland or in the thyroid. We felt that it was a left 
cervical gland. The thing we were trying to find 
out was where the primary focus for the malig- 
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nancy in the chest might be. We concluded the 
thyroid was normal and the prostate was normal, 
so in the end we did not know where the primary 
focus might be. This man had a number of X-ray 
treatments. His pain was relieved. The reason 
that we used it was with the idea of helping the pain 
and | think it was helped decidedly. He held on 
and died five weeks after he came in. The general 
impression was a malignant disease of the lung and 
mediastinum, secondary in nature, the primary 
focus being probably in the bones of the pelvis. Our 
conclusion was that he had a malignant condition 
of the lung and mediastinum secondary to the 
focus elsewhere. We were partly right and partly 
wrong.” 

Question: “Was there a biopsy of any gland?” 


Answer: “No.” 


DEMONSTRATION OF X-RAY FILMS 


Dr. BatcHeLpeR: “There are two X-ray films. 
Both show the same thing. They gave us quite a 
bit of interest for quite a while. As you see, there 
is a large swelling extending from and continuous 
with the mediastinal border above the heart. The 
lung fields themselves are quite clear except for a 


similar opacity in the upper left chest. Nothing in 
the right chest as was brought out in the physical 
examination. The diagnosis would have to bring 
in a number of things. One of the things I think 
must be considered is an aneurysm. It might be 
Hodgkin’s disease. In that condition usually there 
is some little lobulation of the shadow and it is, I 
think, quite unusual to have a shadow like this 
second one in the lung along with it. It is all con- 
nected with the mediastinum on either side. Per- 
haps in this film it is a little greater on the left. 
There is a definite line beteween the two shadows, 
indicating that the one in the lung is definitely 
separated from the shadow in the mediastinum. 
Our feeling was that it was metastatic sarcoma. 
However, considering it a little more, I think I was 
a little too positive and should have been content 
with metastatic malignancy. Then we were inter- 
ested in seeing what other portions of the body 
showed. A few days later we got another film of 
the chest which showed the same picture. In a 
lateral view, it was about midway front and back 
of the chest. Film of the skull shows: ‘A few 
circular areas of increased radiability which may 
be due to metastatic malignancy.’ Film of the 
Pelvis: “There is rarefaction and destruction of 
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the descending ramus of the left pubis near the 
ischium consistent with metastatic malignant dis- 
ease’ The patient complained of pain in the left 
side. There is another shadow in the head of the 
femur, not very clear perhaps to those in the rear, 
but there is a perfectly definite ring-shaped shadow. 
I think it otherwise shows nothing. The thigh 
shows another very faint but definite shadow of 
bone destruction of the lower shaft of the femur, 
He was given X-ray treatment. He received ten 
treatments extending over practically a month’s 
time. As those were completed (just before he 
died) we took this other film. It shows that the 
process has gone on and affected a large portion 
of the lung. Another thing which Dr. DeWolf 
had not mentioned is that his voice had improved. 
His pain was quite a bit improved.” 

Question: “Why did they think the growth was 
primarily in the pelvis rather than the other way 
around 


Dr. DEWoLF: “We did not know but we had 
seen so many secondaries in the chest and from the 
X-rays we realized that his whole body was 
affected and we rather assumed that it was second- 
ary in the chest.” 

Question: “Would you have anything to lead 
us in that direction, Dr. Batchelder ?” 

Answer: “Yes. We thought it was metastatic in 
the chest.” 

Question: “Why did you think that? Is there 
anything about those pictures which would differ- 
entiate that chest as a secondary affair from what 
a primary might be?” 


Dr. BarcHELDER: “Ina primary tumor I doubt 
whether you would get that second shadow in the 
left apex.” 


Question: “TI would like to ask whether a fluoro- 
scopic examination was made.” 

Answer: “I have no note or recollection of any 
being made. This patient was so sick that we dis- 
turbed him as little as possible.” 


Discussion 


Dr. Gerber: “In the character of these lesions 
in the pelvic bones and other bony portions I can- 
not see why the pelvis should be regarded as 4 
primary focus. I cannot help thinking that every- 
thing shown in secondary. Even the examination 
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of the prostate does not rule out a prostatic car- 
cinoma although the X-ray appearances are not of 
the usual prostatic carcinoma. You can get unusual 
adrenal tumors which have a transmission to the 
lungs. Personally I would regard this as second- 


ary. 

Dr. DeWotr: “I think you are perfectly justi- 
fied. We realize that there might be a number of 
foci which we could not see. We thought we had 
eliminated the thyroid and prostate. We only made 
a surmise.” 

Question: “Would not a carcinoma of the 
bronchus be a reasonable guess? May I ask also if 
Bence Jones Protein was found in the urine?” 

Answer: “It was not found because it was not 
looked for.” 


Dr. Westcotr: “There is not much left for me 
to say. | am impressed with the fact that we are 
getting more frequently carcinoma of lung. It is 
rather interesting to see the variation in the dura- 
tion of these cases. Some come rather rapidly and 
some indefinitely. One case had primary carcinoma 
in the testicle and came in and under the X-ray 
treatment the growth seemed to slow somewhat 
and very suddenly he developed brain symptoms 
and went out rather quickly with a growth in the 
middle lobe. Another case was diagnosed three 
months previously. When I saw her, she had a 
chest full of bloody fluid and went on and died. All 
in all we can relieve pain for a while. I agree with 
Dr. DeWolf’s tactics of not disturbing the patient. 
Where we cannot cure, our duty is to relieve and 
not to disturb the patient.” 


Dr. CLARKE: “I would like to ask Dr. Batch- 
elder if that increased shadow could be fluid.” 


Dr. BarcHELDER: “Yes, there might be some 
fluid, but I think more likely it could be increased 
in the growth of tumor and an atelectasis of that 
portion of the lung due to pressure of the bronchus 
because up here the ribs do shine through and we 
can faintly get the idea of the tumor. I think prob- 
ably there is no fluid here.” 


Demonstration of Postmortem Material 


Dr. Clarke: “At the autopsy nothing was noted 
externally except palpable glands, especially the 
one lying over the left lobe of the thyroid. In open- 


ing into the cavities nothing of much interest was 
seen as fur as the peritoneal cavity is concerned, 
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but in the pleural cavity on the left side there were 
adhesions binding the visceral pleura at about one- 
half way down to the pareital pleura and in this 
cavity there were 500 c.c. of fluid. The lungs are 
here. There is not much to see externally but on 
palpation the left upper lobe is quite firm. We 
opened up the trachea and here at the beginning of 
this bronchus is a tumor nodule extending out into 
the bronchus practically occluding the 
bronchus. There is a large mass of mediastinal 
lymph nodes filled up with tumor tissue. We see 
that they are continuous with the tumor in the 
lung. There does not seem to be much invasion 
of the lung. Here is a second smaller nodule sur- 
rounded by lung tissue on all sides. This large one 
is involving the lung tissue and it is continuous 
with this tumor within the bronchus and a second 
similar distinct tumor nodule is found as was 
shown in the X-ray about a ¢.m. and one-half in 
diameter. 

“One frequently hears the statement made that 
metastatic carcinoma does not involve the spleen. 
The next time you hear that statement just remem- 
ber this spleen. There are numerous small tiny 
nodules scattered through the kidney. This is a 
portion of the mesentery and the lymph glands here 
contain large nodules of tumor tissue. This is the 
thyroid gland; small and normal. Here is a gland 
which lies lateral to the thyroid. This is the nodule 
which was felt. Adrenal glands: Within each of 
them are tumor nodules largely within the medulla. 
This is the pancreas. There are numerous tumor 


-nodules scattered about. Most are probably just 


lymph glands but here is one which is surrounded 
by pancreatic tissues so that it is definitely within 
the pancreas. Here is a tumor nodule in the rib. 
There was tumor also in the pelvic bones. Other 
bones were not investigated. Grossly this tumor 
was very cellular. It did not look a great deal like 
carcinoma. It was very cellular, very soft and at 
the autopsy we thought it was not a carcinoma but 
a lymphoid tumor. At that time we did not investi- 
gate the lung very thoroughly and we did not see 
the tumor in the bronchus. The histology as shown 
in the slides thrown on the screen show it to be a 
very cellular carcinoma. 


Postmortem Diagnosis 


Primary carcinoma of the bronchus with metas- 
tasis to many organs and bones. 
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ProvipENCE LyING-IN HosPITAL 


The report of the Providence Lying-in Hospital 
covering the fiscal year July 1, 1930-June 30, 1931 
—ade to the Child Welfare Bureau show : 


Women cared 2642 
Women delivered 2375 
2400 
72 
Infant deaths 79 
Maternal deaths 6 
Maternal mortality 227% 


This maternal mortality while unusually low and 
probably a new world’s record includes one patient 
admitted moribund with a ruptured uterus, an 
advanced tuberculosis who died undelivered and a 
patient with pneumococcus meningitis, who had 
been referred as an eclamptic. 

One patient died of eclampsia in the admitting 
room less than an hour after entering the hospital. 
One death occurred from pulmonary embolus. The 
sixth death being due to eclampsia. 

Only one death occurred in patients who had 
attended the prenatal clinics. 

The regular monthly meeting was held June 11 
and was unusually well attended. 

An affiliation between the R. I. Hospital and the 
Lying-in has been effected, whereby the internes 
spend one month at this hospital before taking up 
their duties at the Rhode Island Hospital. 

The class of nurses entering upon training 
included twelvé post graduate nurses from as many 
different states. 

Epwarp S. Brackett, M.D. 
Secy. 


MemortAL 


Memorial Hospital Staff meeting held June 11, 
1931. The meeting was called to order by the sec- 
retary at 9:15 P. M. Dr. James L. Wheaton was 
elected temporary chairman of the meeting. Min- 
utes of the preceding meeting were read and 
approved as read. Under new business, Dr. P. 
3atchelder moved that a resolution of thanks be 
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forwarded to Mr. and Mrs. James R. MacColl for 
the gift of a new edition to the hospital and that the 
secretary be instructed to draw up and forward 
such a resolution. 

A discussion was opened in regard to the Annual 
Outing of the Staff which was referred by the 
president, Dr. Holt, to a committee of three mem- 


- bers to be appointed later. 


Dr. Meyer Saklad showed several films of sur- 
gical work and very interesting travel views. 

Meeting adjourned at 10:36 P. M. 

Members present at the meeting were: Drs. 
Barr, Batchelder, Bertini, Bolotow, Bourn, Cohen, 
Fox, Hanley, Henry, Holt, Moor, Petrucci, Saklad, 
Sprague, Touzjian, Trainor, Wheaton, White, 
O'Neill, Stoops, and McCurdy. 


STANLEY SpraAGuE, M.D., Secretary. 


MISCELLANEOUS 


LOCALIZING DIAGNOSIS IN 
BRAIN TUMOR 


In a series of 183 consecutive cases of intracra- 
nial neoplasm analyzed by Charles E. Dowman and 
W. A. Smith, Atlanta, Ga. (Journal A. M. A.), 
there were 24 that presented phenomena that might 
be misleading in localization. Among 140 cases of 
supratentorial tumor there were 16, and among 43 
cases of infratentorial tumor there were 8, that pre- 
sented such phenomena. Examples of such cases 
are (1) those cases of cerebral tumor in which 
bilateral or ipsolateral signs may mislead one as to 
the side involved; (2) cases of supratentorial 
tumor simulating cerebellar tumor; (3) cases of 
cerebellar tumor simulating a supratentorial tumor; 
(4) cases of cerebral tumor simulating a chiasmal 
lesion; (5) cases of frontal lobe tumor with homo- 
lateral fifth nerve palsy and contralateral hemia- 
nopia, and (6) cases of cerebellar tumor simulating 
an acoustic nerve tumor. In such cases, accessory 
methods of diagnosis, such as special methods of 
roentgenologic study, and ventricular estimations 
or ventriculography are said to be indicated. 
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